Ulcerative colitis (UC) is a chronic disease characterized by recurrent inflammation of the colonic mucosa. It affects the rectum and the colon in a continuous fashion [1] . Because UC is well controlled by medical management, medical management is the first choice for treatment. If medical management fails, the patient will require surgery. Indications for elective surgery include complications or side effects of medications, dysplasia, invasive cancer, extraintestinal manifestations, and growth retardation, whereas a toxic megacolon, fulminant colitis, perforation, and continuous severe colorectal bleeding are indications for emergency surgery [2] . One of 2 surgical approaches is recommended: a total proctocolectomy with an end ileostomy and a total proctocolectomy with an ileal pouch-anal anastomosis (IPAA). The total proctocolectomy with a Kock pouch is rarely used these days due to the increased risk of pouch outlet obstruction. The most commonly performed approach is the IPAA, and according to the patient's clinical condition, it is performed in 1, 2, or 3 steps [3] . The early postoperative complications of an IPAA are pouch bleeding, pelvic abscess, and anastomotic rupture. The late complications are pouchitis, a pouch-vaginal fistula, a perianal abscess or fistula, and an anastomotic stricture [4] .
In a study of the incidence of loop ileostomy-related complications, the most common stoma-related complication was parastomal dermatitis (34.8%), followed by small bowel obstruction (SBO, 22.8%) [5] . Another study suggested that a postoperative SBO was the most common complication of an IPAA (25.3%), and of those patients, 27.6% needed another operation [6] . The incidence of SBO was significantly higher when the distance from the ileostomy to the ileal pouch was less than 30 cm than when the distance was more than 30 cm (33.9% vs. 19.5%, P = 0.002). Additionally, the incidence of SBO was higher in patients who had undergone laparoscopic surgery than in those who had undergone open surgery (29% vs. 19.6%, P = 0.023) [5] . However, other studies did not show any significant difference in the incidence of postoperative SBO between the laparoscopic IPAA patients and the open IPAA patients [7, 8] . Marcello et al. [9] reported about obstruction after an IPAA. Among risk factors, including pouch type, steroid usage, prior obstruction, stomal rotation, and prior colectomy, only stomal rotation was a statistically significant high risk factor. Therefore, they concluded that stomal rotation was an unnecessary procedure and might be a cause of obstruction.
Kameyama et al. [10] reported on SBO after an IPAA with loop ileostomy in patients with UC. Twenty-two patients (22.9%) had a SBO before ileostomy takedown. Among them, 11 patients required surgical intervention because of outlet obstruction (8 patients) and intra-abdominal adhesion (3 patients). However, one thing in study of Kameyama et al. [10] requires attention: the rate of patients who required surgery was high (50%, 11 of 22 patients) compared to the rates reported in other papers. Fazio et al. [6] reported that 70 patients among 254 patients (27.6%) with a SBO required surgery, and Mizushima et al. [5] reported that 28 patients among 111 patients (25.2%) with a SBO required surgery. Moreover, although no information about the total number of outlet obstructions was provided, the rate of patients with an outlet obstruction who required surgical intervention was high (at least 36%: at least 8 patients among 22 patients); Okita et al. [11] reported that 18 patients among 53 patients (33.9%) with an outlet obstruction required surgery. In the abdominal computed tomography scan images [10] , no significant differences in the stoma size at the skin and the fascia levels were observed between the SBO group and the non-SBO group (SBO group: 1.56 cm and 1.25 cm; non-SBO group: 1.69 cm and 1.20 cm, respectively). Although no significant differences were noted between the 2 groups, in the SBO group, the stoma size of 1.56 cm at the skin level and the stoma size of 1.25 cm at the fascia level seem small. Especially, the stoma size of 1.56 cm at the skin level in the SBO group tended to be smaller than the stoma size of 1.69 cm in the non-SBO group. Generally, when a loop ileostomy is created, the excised skin diameter is 2 cm, 2.5 cm, or 3 cm or the final opening permits two fingers to pass easily [2, 5, 12] . Even when the shrinkage of the stoma over time is considered, the stoma sizes at the skin and the fascia levels in the SBO group seem small considering the sizes of the stomas cited above. I cautiously suspect that these small stoma sizes may have been the cause of the high rate of patients with outlet obstruction who required surgical intervention. An IPAA with a loop ileostomy is the most commonly used surgical treatment for patients with UC. However, the complications that follow the procedure are factors that are associated with the overall outcome of the disease. As stated above, multiple risk factors contribute to the development of SBO; nevertheless, a thorough understanding of those risk factors should help prevent avoidable SBOs.
